MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEFARTMENT OF PUBLIC HEALTH AND WELFAR

DO NOT WRITE AMENDED Requsfruhnn District No. _______ ___3.1_8..Pr|mury Registration District No. Mlms,_gggmm ‘s No.
o Tl dtnD MAR 261963
1. '‘PLA . 2. USUAL RESIDENCE (Whure daceased lived. 1f institution: Residence. before

VS 200 a. COUNTY a. STATE b, COUNTY. sdmisslon)
Rev. 4/59

" b Cg"z\' {If cutside corporate limits, give TOWNSHIP anly) Length of stay in 1b ¢. CITY * - Inside Limits

. OR
TOWN St. IOU.iS MO. TOWN st_, I-O‘UJ.S Yes 0 Ne [J

. 'I:-I%;'PWEOORF {If NOT.in hospital, give location] Inside Limits d. :;%iserss (L cutside, giva tocation) Reside on Farm

INSTITUTION - 4109 Molm Yes[] No[J 4109 m;gnolia Yes 0 No O

3. NAME OF DECEASED Firsy Mmiddle Last 4, DATJE Month Day Year
. . F

(Type or print)
Joseph Reicenstain DEATH 2 20 1963
5. SEX 6. COLOR OR RACE 7. Married [ Never Married [] |8. DATE OF BIRTH | 7+ AGE (last birthdey} | IF UNGER | YEAR IF UNDER 24 HR
Widowed [ Divorced ] Months [ Days | Hours Min.

male We 216 /81 81
10s. USUAL" GCCUPATION (Giva kind of work dons | 105, KIND OF BUSINESS OR INDUSTRY| 11.7 BIRTHPLACE (City end siafe or country) | 12. CITIZEN OF WHAT COUNTRY

during most of workin lifs, wven if retired)
Saleaman. z retired) by Warsaw FPoland | U, 3,4, =~
13a. FATHER'S NAME . M 3 HER" IDEN NAME 14. NAME OF HUSBAND OR WIFE

Joseph Relcenstein : U irdie Reicenstein( Dec'd)
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. f Address
{Yes, no, or unknown) | (If yes, give war or detes
4 i T4 ) My g z z 15 HO Sh N,

UG OF DEATH [Enter ol ong Sevie . INTERVAL BETWEEN
PART I. DEATH WAS CAUSED B \ ONSET AND DEATH
\

IMMEDIATE CAUSE {a) A SIS I_L‘ \n

. HWCM Xy, £4 g-m‘%u D) r W
Conditions, if any, DUE T {b g o

DATE AMENDED

DOCUMENT

w;-.;vch gave riu(t? .'\ JF" - ) \"‘ ‘l t‘i o
:‘rah':g ﬂ:: under- DUM] 4 G\'\ m\ O&M %&M—\ )O &’ \q 3

lying cause last. ..
PART 1. OTHER SIGNIFICANT CONDITIONS conma%ﬁﬁ%-mw T The Termimal | FART T T decensed was_ femals _wai
disesws condition given in PART 1 (a) . !here a pregnancy in last 90 days.

9/2.0=/7 | Tovalom ] 0w

. WAS AUTOPSY 't 20a. ACCLDANT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART 1 or PART Il of item 18.)
MED? | e b( B )

v | TS Vo niu.

YES B, No O

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

TTIME ori FouF  Monih, Day, Yeor |

INJURY LE m

MEDICAL CERTIFICATION

©}-vo-43
. INJURY OCCURRED 20w. PLACE OF INJURY [e_g., in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [] I /’ farm, factory, stieet, office bldg., ete.)

NOT WHILE AT WoRK % S\ N : %« . 8— G\A.;A

her .
and last saw pm, alive on
?- L) , F e date stated above, and to th ™ of my knowledge, from the causes stated.
[

/ /i - - ra %7%c. DATE SI NED
2-7/6>

23b. DATE - X - 23d. LOCAT City, fowtor county) (State)

USE BLACK INK
OR

TYPEWRITER RIBBON
SHOULD READ

2/22]

25, DATE RECD. BY LOCAL REG.

FEB 21 1963

BY AFFIDAVIT OF

ITEM NO.




STATEMEN'I' BY I.ICENSED EMBALMER

P
" .
- - . v

i hereby certify that the boc_iy!yhos_e name |s reco"rded an fhe reverse side of this certificate was embalmed by me,

or by . Student Embalmer No.

working under my. personal supervision.

Student Slgned
. Signature of Student Embalmer

O / .\Llcensed Embalmer No @lay

F : P. O. Address%’@

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure to comply

with the above constitutes grounds for revocation of licenss).
if embaimed by a STUDENT, he also shall sign in his OWN handwriting.
- If this body is not embalmed, fact should be so stated above.

- b




